Cameroons, shelters a population of over 19,000,000 and 8,200 Europeans. Registration, which is compulsory in Lagos and Ebute Metta, reveals a birth-rate of 28'6 per thousand and a death-rate of 16'5. There are twelve European hospitals in this large territory, with clinical laboratories at Lagos, Port Harcourt and Kaduna and at the African Hospital at Calabar.
The medical research centre is at Yaba, five miles outside Lagos. The utility of this fine venture has been somewhat impaired by the separation of this institute from the necessary intimate connexion with a hospital. In spite of this drawback, a considerable amount of original investigation has been undertaken in this laboratory.
Here the life history of Loa loa in Chrysops was worked out by the Connalls and an enormous amount of original research work-on mosquitoes, trypanosomiasis, babesiasis in cattle, and spirochtetosis in fowls-was carried out. Yaba was selected by the Rockefeller Yellow Fever Commission, which, under Dr. Beeukes, Dr. Bauer, and their associates has done so much remarkable work and has succeeded in proving that the virus is widespread beyond the limits of clinically recognizable disease. The protection test was elaborated by Beeukes, Bauer, and Mahaffy in 1930 and a yellow-fever-like disease with jaundice was recognized by the firstnamed worker together with Walcott and Kumm in the following year. The training of native medical assistants is undertaken here. The premises consist of two school buildings and a hostel accommodating twenty-four students. There is also a School of Pharmacy and the progress of this venture will be watched with much sympathy and interest. Nigeria too is vitally interested in trypanosomiasis and maintains a Tsetse-fly Institute at Gadau near Sherifuri.
The trypanosome of West Africa is believed to be invariably Trypanosoma gambiense, but a strain (known as Sherifuri K) isolated from the district has been found to resemble T. rhodesiense. Native dispensary attendants are trained at Gadau and some, indeed, show great aptitude in recognizing trypanosomes under the microscope, in making gland punctures, and in performing injections.
More work is necessary on the prevalence of enteric fevers and it is thought that they are more common than was previously suspected in Central Africa. Attention must also be drawn to the possible existence of sprue where it has not been previously suspected, for three cases were discovered in non-Europeans in 1931. The leprosy problem is serious, over 6,000 cases came for treatment in 1930 under the supervision of the Nigerian Secretary of the British Empire Relief Association. The natives themselves appear to recognize leprosy early in its course and, whilst appreciating its infectious nature, they yet live a communal existence in small illventilated huts, often sleeping on the same couch and even wearing the same clothes ! Tropical ulcer, as in other parts of tropical Africa, is a terrible scourge. In 1930 no less than 42,546 cases were noted as receiving treatment and obviously much more intensive work will have to be devoted to this subject. South Africa.-Though not strictly within the tropical belt, the Medical Institutes of the Cape Province and the Transvaal form a buffer between tropical and nontropical medicine. The Rand Mines employ native labour from many parts of Central Africa so that the ravages of tropical disease attract attention and afford scope for research work. The life history of peculiar helminths such as Ternidens deminutus and Physaloptera caucasica still await solution. Bilharziasis of both forms exist and B. hcematobia especially is a matter of importance. We may note that plague has become a major public health problem and is spread by the rodents of the veld so that its prevention has become essentially a zoological study.
In Johannesburg is situated the South African Institute of Medical Research and in Capetown there are the Wernher and Beit Medical Laboratories of the University.
Tanganyika Territory.-The most recent estimate of the population of the Tanganyika Territory places it at 5.000,000 natives and 1,600 European officials.
Medical research is served by the medical laboratory at Dar-es-Salaam in an old building erected by the Germans. A Malaria Research Unit was established in .1931 at the instance of Colonel S. P. James and is adorned by an antimalaria engineer. As in other African countries, trypanosomiasis constitutes a major problem and it appears that T. rhodesiense is widespread in the territory. Much useful work has been done by Maclean and others iD the treatment of this infection with Bayer 205. Kenya.-Kenya Colony and Protectorate differs considerably from other African territories we are considering because, tbanks to its magnificent mountainous configuration, it is to a great extent a white man's country. The native African population numbers three million, or less than one-sixth that of Nigeria, but there are 17,000 Europeans and 56,000 Asiatics and Arabs.
The suitability of the climate for Europeans is shown by the fact that the European birth-rate in Nairobi is 31 6 per thousand and the death-rate 16 2. The chief scourge to progress from the British viewpoint is undoubtedly malaria and its attendant blackwater fever with its customary high death-rate, so that it is not surprising to learn that the subtertian parasite (P. falciparum) accounts for 77 % of the total infections. The chief mosquito vectors are the dangerous carriers Anopheles costalis and A. funestus. The bionomics of malaria are now being closely studied and have also merited the attention of Colonel S. P. James, as it is obvious that in this direction its suppression lies. The story of the remarkable development of the medical services in Kenya from 1909 to 1933 makes good reading and will be found in a story written by Dr. J. L. Gilks in the East African Medical Journal for 1933. There is a special laboratory division which is centred at the Medical Research Laboratory in Nairobi and a great deal of routine work is performed there. There are smaller clinical laboratories in the main centres and an important station at the Mombasa native hospital.
Plague in a country so admirably adapted for rodent life has also become a public health problem and it has become so specialized as to merit the attention of a whole-time zoologist. Natural infection of wild rodents with plague was demonstrated for the first time in 1927 and occurs in the field rat, Arvicanthus abyssinicus.
The question of yaws and syphilis is of considerable importance to the Colony. Apparently the two diseases (if indeed they are separable) exist in many districts side by side; so that there is a fertile field for further inquiry. Many districts in Kenya afford a good opportunity for comparing the end-results of bismuth and salvarsan treatment. In Kenya, at the original suggestion of the late Sir Andrew Balfour, the bismuth salts are made locally under the name of sobita and are largely used. The saving to the Government is enormous as each dose of bismuth now costs less than one farthing. On the whole the results of bismuth therapy in yaws has been encouraging, but many more injections are required to produce the same clinical results as compared with neosalvarsan. Stomatitis and abscess formation have been noted and the Wassermann and Kahn reactions have been compared, and on the whole the latter is much the more sensitive.
Uganda.-In close geographical and political intimacy to Kenya is situated the Uganda Protectorate, where the native population is equal to that of Kenya (3,500,000), though the European population is considerably less and numbers 590. Uganda is a Colony of particular interest to students of tropical medicine for here some thirtyone years ago the causal connexion between sleeping sickness and trypanosomiasis was settled by the Royal Society's Commission under the late Sir David Bruce, and Uganda has remained the centre of trypanosomiasis research ever since. At Entebbe is situated the Trypanosomiasis Institute under Dr. H. L. Duke, and naturally under his able guidance has become the world centre for dealing with the the practical aspects of trypanosomiasis. Entebbe was chosen as the meeting-place of the Sleeping Sickness Commission of the League of Nations. Dr. Duke and his collaborators are now engaged upon heroic experiments involving the inoculation of human volunteers with Trypanosoma brucei and T. rhodesiense and the prophylactic experiments with Bayer 205 which have recently been published and which promise well.
At Kampala, the capital, the clinical laboratory provides the hospital with a clinical pathological service; there is a second laboratory at Mulago in connection with the native hospital, and here is situated the Medical School of Uganda for training native medical students. The course, which lasts four years, is intended to fit these assistants to recognize and treat the diseases of the country intelligently. As a point of medical interest and a basis for future research, pellagra was noted in Uganda for the first time in 1928, and probably this disease is widespread in Central Africa at certain times, as first recognized by Stannus in Nyasaland.
Northern Rhodesia.-The Northern part of Rhodesia is essentially a tropical country and is of particular importance to the British Commonwealth on account of the valuable copper mines which it contains. The native population is scanty and in this sparsely populated country is estimated at 1,372,000. The Europeans, however, number 13,400, which is the second largest white population in Central Africa, and this is mainly accounted for by the mining centres of Broken Hill, Mufulira, Roan Antelope and N'kana.
There are seven European hospitals, the chief being at Livingstone and Broken Hill; the latter, as well as the Roan Antelope Mine, are provided with an efficient laboratory service in which a considerable amount of interesting work of a pioneer nature has been performed; thus the disease originally and euphoniously known as " Roanitis " has been recognized as enteric and due to B. typhosus. Luckily plague is absent, but malaria and tuberculosis are both prevalent.
The home of Rhodesiense sleeping-sickness is the Loangwa Valley (which is part of the Great Rift Valley) which stretches diagonally across the northern part of the territory. From time to time a case of this particularly virulent infection is reported and finds its way to this country for treatment; but the immediate and apparently efficacious effects of Bayer 205 have been most gratifying. Even amongst the native population this trypanosome is not widely distributed, but occurs in an extraordinary spasmodic manner and, according to Kinghorn, it is to be found in about 3 to 4 per thousand of the native population.
The Sudan.-The Sudan has long been recognized as a centre for fertile research in tropical medicine. The traditions set up by that remarkable personality, Sir Andrew Balfour, in the Wellcome Tropical Research Laboratories in Khartoum in the early days of the present century have been nobly maintained by another self-sacrificing Scot-Sir Robert Archibald-and under his direction these laboratories are maintaining a high standard of research. This desideratum is facilitated by the provision of a floating laboratory, presented by Sir Henry Wellcome, and by a railway laboratory saloon-car recently constructed for the present director, so that by river and rail the laboratory staff can travel wide and far for the study of local problems.
The medical problems which assail the Sudan are somewhat similar to those in other parts of Central Africa. Bilharziasis here becomes a major problem and its prevention is a matter of major concern, but the discovery by Archibald of a prophylactic tree in Balanites csgyptiaca-whose berries, kernels, bark, roots an branches, like some gorgon-headed hydra, contain an active principle which is dead& to the freshwater molluscs, the miracidia and the cercaria-offers a new ho' Practical researches are being carried out on these lines and are being amplified*' ipclude guinea-worm infection. A yellow-fever survey of the whole of the Sudais now being carried out, and a determined effort is being made to compare the dia*ential pathology (if indeed there is any) between syphilis and yaws. At the Kitch_r School of Medicine in the Gordon College at Khartoum some thirty Sudaa_ students are being trained, as we have already noted in Uganda, in the elements of, A. C., male, aged 10 years and 4 months. History.-Full-term child, confinement rapid, presentation vertex. At birth the fingers were joined and the feet turned in. During infancy the head was believed to be large. When four weeks old he seemed to become drowsy and did not look about. When seven weeks old his mother was told that he was blind. Until seven months old he made few sounds, simply lying and rolling his head from side to side. At seven months he improved in health and put on weight. When 12 months old an orthopedic operation was performed on his feet, which were kept in plaster for 15 months. Cut first tooth at 18 months, walked first at two years, and talked first at three years. Until then had made very few sounds, and seemed to have no feeling as he made no attempt to remove anything which must have irritated him. Until three years old he walked with his head down and made no attempt tow look up.
Section of Neurology
At 5 years he had two attacks of convulsions, in both of which he twitched and foamed at the mouth. When 8 years old he had an operation on his webbed fingers; and his tonsils and adenoids were removed.
Before he was eight years old he failed to learn his letters though attempts were made to teach him. He was not fond of pictures. Having been tried without success at an ordinary school, he was sent to a special school when eight years old. There he is learning very slowly. At first he wrote everything upside down, and later wrote letters from the right side of the page from right to left in a mirror fashion.
Two weeks ago he had a typical epileptic fit, for which condition he came under observation.
There was nothing unusual in the family history. Coidition on examination.-The head is larger than normal, and the forehead overhangs the face. No "cracked pot" sounds can be elicited. The forehead and. face are smooth and show no movement or expression when he talks or is pleased. The palpebral apertures are small. Upward deviation of the eyeballs is imperfect, but when the eyes are fixed on an object and the head rotated forward, the eyeballs assume a higher position than with spontaneous upward deviation. When told to look to the right, the right eyeball fails to move while the left eyeball moves in a very short distance. Similarly, when told to look to the left, the left eyeball fails to move and the right eyeball moves slightly. When told to look down, both eyeballs rotate freely downwards and inwards. It is impossible to get the patient to look directly at an object if it is placed below the level of the eyes and a little to one side. The eyeballs converge normally when looking at a near object. The pupils are dilated and equal; react briskly to light and consensual stimulation; but show no reaction on convergence. The optic discs are normal, and the retina shows scattered black pigment though within normal limits.
On attempting to close the eyelids, only partial closure is possible, the eyeballs rolling upwards and inwards. No movement of the face occurs when talking, and pleasure is expressed by a laugh without any movement of the facial muscles. Mouth small. Tongue small and moulded to shape of mouth. Speech is rather indistinct but readily understood. Other cranial nerves normal.
Motor and sensory functions normal; the tendon reflexes present and equal; and the plantar reflexes flexor. Other systems negative.
The child shows a moderate degree of obesity of general distribution. There are scars resulting from an operation to correct webbing of the first and second fingers on both hands. The feet are held in a position of talipes equinovarus.
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The patient is left-handed. He recognizes individual letters with ease, but cannot recognize a word of three letters; though he can do so if allowed to spell it aloud letter by letter. He recognizes without hesitation letters printed normally, mirror fashion or upside down. He reads "M" as "W" and vice versa. He recognizes sounds and words without any difficulty. He is brigbt and cheerful, and interested in everything about him. His behaviour suggests an average degree of intelligence for everything for which reading is not essential.
Summary.-Congenital bilateral facial and abducent paralysis with other defects of ocular movements, probably due to absence or imperfect development of the corresponding nuclei. Syndactylism. Talipes equinovarus. Congenital alexia. Hydrocephalus. Epilepsy. I PROPOSE to put before you this evening some data of a series of cysts of the jaws that it has been my lot to operate upon both in my private and my hospital practice during the last few years, and to offer a few comments upon the same.
The first is a series of so-called dental cysts. In the last four years I have operated upon, by the radical and open method, over seventy cases. As far as I can discover there is so little consensus of opinion as to the best technique in the treatment of such cysts, and so little actually recorded on the subject, that I would like therefore to give you, in detail, my own general procedure and experience.
There are two distinct and recognized methods of dealing with these cysts, which I will call the " closed" and the "open." By the "closed" method, after a suitable gum-flap has been made, the outer wall of the cyst opened and the whole of the contents and the lining membranes dissected out, then the cavity is again closed by sewing up the gum-flap. This is a method I adopt nowadays only when the cyst is no larger than the top of my little finger (i.e., about 12 millimetres in diameter). It is distinctly rare to find a cyst of this size to operate upon as they seldom give rise to any symptoms at this stage and so are frequently overlooked. There are some operators I know who on occasions adopt this method for the larger type of cysts, examples of which I shall show you on the screen shortly, but my experience of such procedure with these is that, in spite of all possible precautions, the blood-clot necessarily left inside-because the cyst cannot collapse-frequently breaks down, with the result that there is a large suppurating cavity which either bursts through the stitched flap or has to be opened. This necessitates tedious syringing through but a small opening, probably for months, before this suppuration ceases. Therefore, my own procedure with all these larger cysts is to adopt the " open " method. To assist my description I show some rough diagrams (figs. 1 to 4).
I have omitted teeth from these diagrams in order to simplify their appearance. By this method I make a large oval or rectangular flap so as to be quite free of the lateral limits of the cyst cavity, and having the alveolar edge of the flap well to the outer side of the alveolar ridge so as to leave the ridge itself intact, and thereby not to interfere with the early insertion of a denture. This flap is then carried right down as far as possible into the sulcus by raising with a periosteal elevator if there is bone over the outer side of the cyst-or by careful dissection with a knife to free the gum-flap if the outer plate of bone has been absorbed in any spot-in order to leave the lining membrane of the cyst intact, if possible, and not bring part of it away on the gum-flap. The dissection is then carried on beyond the NOV.-ODONT. 1 depth of the sulcus, so as to free all the soft tissues from the limits of the whole of the outer side of the cyst. This often necessitates freeing the soft tissues right down to the lower border of the mandible or very high up in the maxilla. The cyst is then opened with a knife, burr or chisel, according to the consistency of the cystwall, at that part nearest the alveolar border, and as much of the cyst-wall-bone and lining membrane-removed as is already laid bare. This is most easily done with short-bladed crown scissors if the bone is thin or absent, but may necessitate a burr or chisel if the bone is thick. The contents can then be evacuated. The farthest part of the outer wall, which is beyond the level of the sulcus, is generally best removed "piecemeal" by means of bone-nippers-the whole object being to make the opening into the cyst as large as the greatest diameter of the cyst cavity itself. Now there is another matter to be considered at this stage and about which opinions vary, and that is, as to whether the remainder of the lining membrane should be removed. For reasons which I will explain later and which I think are very beneficial, I always leave the lining membrane intact on the inner wall of the cyst, unless I find that it is badly diseased with very long-standing suppuration. As the furthest limit of the outer wall has often to be removed with bone nippers, it is very easy inadvertently to tear away some of the lining membrane of the inner wall, where one wishes to leave it intact, and so to avoid this, where possible and expedient, I make a definite incision with awknife right through the lining membrane along the lowest margin of the cyst cavity in the mandible and the highest margin in the maxilla. This quite prevents any tearing up of the lining membrane and makes it easy to remove that portion on the outer side of the incision. The gumflap, which all this time has been held away either by means of a long ligature passed through it or by a retractor, is now turned right inwards, so that the raw surface of the flap lies against the raw surface dissected away from the cyst wall beyond the limit of the sulcus. My object, theoretically, is to make the edge of the flap exactly meet the cut edge of the lining membrane and this may necessitate slight trimming, but more generally there is a slight deficiency rather than an overlap. In this way the whole bony cavity, which is now saucer-shaped, is open to the mouth, and either completely lined or very nearly lined with epithelium. Any slight deficiency in this respect very soon becomes epithelialized over and thus any further exudation is prevented. If on the other hand there should be a slight overlap of the flap by its being too large, it is of no consequence, as it very soon contracts off the epithelial lining and only gives rise to a slight pucker. After tucking in the gum flap I always pack the cavity lightly with sterile gauze for twenty-four hours in order to keep the flap in position, after which no further packing is required. This packing is generally removed with very little discomfort by first soaking with weak hydrogen peroxide. It is very seldom that any excessive hamorrhage occurs in operating upon these cysts, and what there is, is easily controlled with a little pressure or with hot saline. It is often said that when the whole of the lining membrane is removed and the cavity left bare into the mouth, such cavity granulates up from the bottom and thus becomes obliterated. My decided opinion is that nothing of the sort ever happens. Now how does this obliteration take place? My own observations show that it seems to be definitely due to the growth of bone from the whole of the remaining surface of the cyst cavity, under the epithelium. By the operative procedure I have described, any small raw surface or denuded bone at the alveolar edge or at the base of the cyst, very rapidly gets epithelialized over and it is then that the bone soon begins to be deposited. This bone can easily be demonstrated, both by actual measuring and also radiographically. It is in consequence of this that I strongly advocate leaving the epithelial lining upon the inner wall and also the tucking-in of the gum-flap, so that in the minimum of time the whole cavity left opened up is covered with epithelium. If the lining membrane on the inner wall is removed, then the whole surface has first of all to become covered with epithelium by growing in from the edges, before any growth of bone and obliteration of the cavity can take place. Therefore, theoretically there should be a considerable delay in the filling-up process when this latter method is adopted. Practically in my experience this is exactly what happens; and the bone does begin to grow out more quickly if the epithelial lining is left intact on the inner wall of the cyst and considerable time is saved in the general obliteration process.
Amongt the various workers and writers on the subject of regeneration of bone, such as Keith, Adami, Macewen, Ham, Greig, Phemister, Leriche, Policard and many others, there is no definite opinion as to how such bone is re-formed. Of the various cells in association with the bone it is generally conceded that the adult bone-cell takes no part in regeneration. Therefore the remaining bone-cells to consider are the osteogenic cells or osteoblasts found in the Haversian canals and in the periosteum. Those found in the endosteum do not concern us here in the jaws. It is just possible that the osteogenic cells in the Haversian canals might take some part in re-forming bone on the inner side of the cyst, but it is more likely that there are no Haversian systems in that situation. The osteogenic -cells in the periosteum can only be at the edge of the remaining cyst cavity, and therefore would have to grow centripetally under the remaining lining membrane before they could form bone, and this would take a long time. Therefore it seems likely that the regeneration of bone at the base of the cyst takes place by the process of so-called " metaplasia." Adami defined metaplasia as follows: 4 Metaplasia is the post-natal production of specialized tissue from cells which normally produce tissues of other orders and is an adaptation on the part of the -cells to altered environment." There are two kinds of cells that will be found under the remaining lining membrane that, according to this theory, might take on the function of bone formation, namely, the fibroblasts and the osteoclasts-the latter having made their appearance in order to absorb the bone away during the cyst formation-and by a metamorphosis or by a change in function, due to the altered environment, either of these may deposit bone. As a sidelight upon this we continually see rarefaction and deposition alternating in pathological conditions of both bone and cementum, either for no apparent reason, or because the character of the pathological condition changes locally-in other words there is an altered environment.
Another great advantage in leaving the lining membrane on the inner wall and tucking in the gum-flap is that there is only a very short period, at most a few days, when there is any discharge from the cavity, because the very small granulating surface left at the alveolar edge, or at the junction of the tucked-in flap with the remaining lining membrane, is so very rapidly epithelialized over that there is no surface left to exude. The practical matter of syringing is thus reduced to a minimum and the cavity is very easily kept clean by the patient himself. Also, because of the absence of discharge, and because the alveolar ridge has been left intact, dentures as necessary can be inserted after a week or two at most. On the other hand, if the whole lining membrane is removed and no flap tucked in, there is a serous or purulent discharge from the raw surface for a long period, often extending over many weeks, or even months, which needs constant attention.
Still another advantage in removing the whole of the outer wall of the cyst and tucking in the gum-flap is that it almost entirely prevents the contraction of the opening made into the cyst. If the outer wall of the cyst is removed only as far as the level of the sulcus and therefore no position made for the gum-flap to be tucked in, there is a great tendency for the orifice to contract much in advance of the obliteration of the cyst cavity, and so there is a corresponding tendency to hold up food and also a great difficulty in cleansing.
With regard to the healing process in these cysts in the maxilla, it is often said that there is no regeneration of bone in that situation after it has been removed. From my observations it is most definitely re-formed, though at a slower rate than in the mandible.
Many of the larger dental cysts in the premolar and molar regions in the maxilla invade the region of the antrum so that the actual membranous cavity is often much reduced in size and in some cases completely obliterated by the outer wall of the antrum being pushed right up to and in contact with its inner wall. I have operated on many cases of this latter nature. In one particular case, during the operation, when the whole of the outer wall of the cyst had been removed and I was trimming up the edges, a very striking phenomenon occurred. The lining membrane on the inner wall of the cyst had been left intact as usual, when, in consequence apparently of an increase of pressure in the nasal cavity from the anwsthetic, and because all the bone on the outer side of the antrum had been
